
and city fiscal and tax policies
that failed to generate the re-
sources needed to support grow-
ing demands for services; and de-
mographic and political changes
in New York City that left the city
with less wealth and more
need.6–9 The precipitating event
was a decision by NYC bankers
to stop lending money to the
city,10,11 a move that could have
caused the city to default on its
outstanding loans and declare
bankruptcy. The mayor then
turned to the federal government
for help but was turned down, in
part because many in Washing-
ton viewed New York City as a
profligate spender that coddled
its poor.9 In urging President Ford
to reject Mayor Beame’s request
for financial assistance, Treasury
Secretary William Simon stressed
the political dimensions of his
recommendation. Any assistance,
he said, should be on terms “so
punitive, the overall experience
made so painful, that no city, no
political subdivision would ever
be tempted to go down the same
road.9(p259)

To avert bankruptcy and
restore stability, city and state

IN THE 1980S AND EARLY 1990S,
New York City experienced epi-
demics of tuberculosis (TB),
human immunodeficiency virus
(HIV) infection, and homicide. Al-
though each of these has unique
determinants and each affects
people worldwide, in New York
City the 3 epidemics played out in
a specific geographic, temporal,
and political context; affected simi-
lar populations; and together con-
tributed to a public health cri-
sis.1–3

HIV infection, TB, and homi-
cide constituted a syndemic that
affected New York City from the
late 1970s to the mid-1990s. A
syndemic has been defined as 2
or more epidemics, with biologi-
cal determinants and social con-
ditions interacting synergistically,
that contribute to an excess bur-
den of disease in a population.4,5

We used journalistic accounts
and government reports, as well
as recent epidemiological and
economic analyses, to examine
how budget and policy decisions
made in New York City in the
1970s contributed to the increas-
ing incidence of TB, HIV infec-
tion, and homicide during the
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fiscal crisis rooted in long-term polit-
ical and economic changes in the city.
Budget and policy decisions designed
to alleviate this fiscal crisis contributed
to the subsequent epidemics of tu-
berculosis, human immunodeficiency
virus (HIV) infection, and homicide in
New York City. 

Because these conditions share un-
derlying social determinants, we con-
sider them a syndemic, i.e., all 3 com-
bined to create an excess disease
burden on the population. Cuts in serv-
ices; the dismantling of health, public
safety, and social service infrastruc-
tures; and the deterioration of living
conditions for vulnerable populations
contributed to the amplification of
these health conditions over 2 decades. 

We estimate that the costs incurred
in controlling these epidemics ex-
ceeded $50 billion (in 2004 dollars); in
contrast, the overall budgetary sav-
ing during the fiscal crisis was $10 bil-
lion. This history has implications for
public health professionals who must
respond to current perceptions of local
fiscal crises. (Am J Public Health. 2006;
96:414–423. doi:10.2105/AJPH.2005.
063511)

1980s and 1990s. Municipal,
state, and federal policy and
budget decisions in the late
1970s and early 1980s deter-
mined the severity of the syn-
demic and contributed to tens of
thousands of preventable deaths
and illnesses. Ultimately, it cost
New York City tens of billions of
dollars to deal with the conse-
quences of these budget cuts. We
hoped that an examination of this
chapter of the city’s history and
the longer-term social and eco-
nomic costs of the policy deci-
sions made in that era would
yield lessons that could guide the
public health response to future
municipal fiscal crises.

MUNICIPAL RESPONSE TO
THE 1975 FISCAL CRISIS

Beginning in 1975, a fiscal and
political crisis left New York City
without the resources to pay its
operating expenses or the ability
to borrow money from public
credit markets, banks, or the fed-
eral government. This fiscal crisis
was rooted in global economic
changes (a worldwide recession
and oil shortages); federal, state,

The Impact of New York City’s 1975 Fiscal Crisis on

Tuberculosis, HIV,

Homicideand Syndemic
the 
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officials appointed a group of
businessmen, bankers, and city
officials to serve as an Emergency
Financial Control Board (EFCB).
The primary goal of the EFCB
was to balance New York City’s
budget so that the city could
again borrow money from public
credit markets. To achieve this
goal, the EFCB mandated cuts in
city services and reductions in
the city workforce, the transfer of
some municipal responsibilities to
state government, and tax in-
creases. In 1975, the city’s
budget was about $13 billion.
The EFCB asked the city to cut
$200 million in spending, ap-
proximately 6% of its operating
expenses, each year for 3 years.
However, because of federal and
state mandates for entitlement
programs, debt services, and
other fixed costs, the city had
control over and could make cuts
from only about a quarter of its
budget.12 As a result, sectors de-
pendent on discretionary tax levy
funds experienced reductions
much larger than 6%.

Agencies with health responsi-
bilities were particularly hard hit.
Between 1974 and 1977, the De-
partment of Health (DOH) budget
was cut by 20%,13 and by 1977
the department had lost 1700
staff members—28% of its 1974
workforce. To achieve these re-
ductions, the department closed 7
of 20 district health centers, cut
$1 million from its methadone
program, terminated the employ-
ment of 14 of 19 health educa-
tors, and closed 20 of 75 child
health stations and 6 of 14 chest
clinics (the units responsible for
TB screening and diagnosis).13

At the Health and Hospitals
Corporation (HHC), the agency
that operates municipal hospitals,
the city payroll was cut by 17%
between 1975 and 1978. Between
1975 and 1980, the number of

beds in HHC facilities fell by 16%
and the number of days of care
provided dropped by 23%.14 In
1975, HHC closed all 50 of its
community-based clinics to help
meet a mandated budget cut.15 In
the following years, the EFCB and
the mayor’s budget office gained
increased control over the public
hospital’s operations and fired the
hospital director who spoke out
against budget cuts. Between 1975
and 1985, the proportion of the
HHC budget covered by the city
decreased from 40% to
27%.14(pp333–335)

In 1967, in response to the
city’s growing heroin epidemic,
Mayor John Lindsay had created
a municipal agency directly re-
sponsible for substance abuse
treatment, the Addiction Services

Agency, and rapidly expanded
treatment capacity.16 Between
1971 and 1973, New York City
increased its census of methadone
patients by 170%, from 19 900
cases to 34 000,17 and signifi-
cantly decreased waiting time for
treatment. In those 2 years, drug
arrests, complaints to the police
about burglary and grand lar-
ceny, and reported cases of
serum hepatitis all fell signifi-
cantly,17 suggesting (although not
proving) that increases in avail-
ability of drug treatment con-
tributed to these outcomes.

However, in 1976, the city
eliminated the Addiction Services
Agency and transferred its re-
duced staff to the city health de-
partment.13 City officials estimated
these cuts would save the city $10

million and the state and federal
governments an additional $40
million.18 In 1977, New York 
City ended its involvement in 
substance abuse treatment by
transferring responsibility to the
state Office of Alcoholism and
Substance Abuse Services. Over
the next decade, expansion of
New York City’s drug treatment
capacity stagnated.

City agencies that affected
health indirectly were also cut.
The police department lost 20%
of its workforce, eliminated the
youth unit and the organized
crime squad,7 and cut the nar-
cotics squad by 33%.19(p6) The
budget for the special narcotics
prosecutor was cut from $2.4
million in 1975 to $1.1 million in
1976.19(p6) In 1972, the New York

City police force numbered 
31 000; by 1980 it had shrunk
to 22 000.19(p7)

The cumulative effect of these
cuts significantly reduced the
scope of municipal services. In the
7 years before 1975, city spending
had risen 30% in real dollars; in
the next 7 years it fell by 33%.10

These reductions in the scope of
government sent an important po-
litical message. Felix Rohatyn, an
investment banker and a chief ar-
chitect of the EFCB, noted that as
a consequence of the cuts in mu-
nicipal services, “the direction and
philosophy of a large unit of gov-
ernment were fundamentally and
permanently changed as a result of
the involvement (some would say
intrusion) of the private sector in
government.”20(p157)

John L. Holloman Jr, MD, president of
New York City Health and Hospitals
Corporation from 1974 to 1976. In
1976, Holloman said, “I’m going to
stay and fight this out. They're trying
to balance the budget on the backs
of the poor.” A few months later he
was fired. 
Reprinted with permission from the
New York Times, October 21, 1976.

”
“In 1976, Holloman said, ‘I’m going to stay and

fight this out. They’re trying to balance the
budget on the backs of the poor.’ A few

months later he was fired.
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In 1981, New York City was
able to reenter the public credit
market,21 and all subsequent
city budgets have met the legal
requirement for a balanced
budget. In 1984, municipal op-
erating expenses were 15.9%
lower and capital expenses 56%
lower than in 1975, after adjust-
ment for inflation.6(p138)

FEDERAL BUDGET 
DECISIONS

Beginning in the mid-1970s but
especially after the election of a
conservative president in 1980,
the federal government also initi-
ated a series of budget, tax, and so-
cial policy decisions that adversely
affected the population of New
York City and other cities. For ex-
ample, by 1982 federal support
for low-income housing had all but
ended,22 and federal funding for
urban development and public
health problems such as TB, sexu-
ally transmitted infections, and
mental health was reduced and
consolidated into “block grants,”
that gave states the flexibility to
shift resources into more politically
popular programs.23 General rev-
enue sharing was ended in 1985,
and between 1980 and 1990 fed-
eral support for the Community
Development Block Grant pro-
gram, an important source for eco-
nomic and infrastructure support
for low-income neighborhoods,
was slashed from $6.1 to $2.8 bil-
lion.24 Generous tax cuts for the
wealthy and big increases in mili-
tary spending further reduced
federal resources for health and
social problems and contributed
to a political climate that favored
shrinking government.25 As new
problems such as AIDS, crack ad-
diction, and a rising rate of homi-
cide emerged, state and local gov-
ernments were increasingly unable
to turn to the national government

for help. The lessons that Treasury
Secretary Simon and banker Ro-
hatyn had hoped to teach had
taken hold.

CHANGES IN LIVING 
CONDITIONS

As a result of broader social
and economic changes such as
deindustrialization and loss of
manufacturing jobs, suburbaniza-
tion, 2 economic recessions,26–28

and the previously described mu-
nicipal and federal policy deci-
sions, living conditions for the
city’s low-income population de-
teriorated significantly. Between
1970 and 1980, the number of
poor people in New York City
increased by 20% even as the
city’s population declined by
10%.29 Arson and other fires,
gentrification, suburbanization,
and landlords’ abandonment of
buildings contributed, in different
ways, to the displacement of
nearly one quarter of the city’s
population.2,30

Job losses and cuts in public
benefits combined to reduce fam-
ily income, and housing costs 
increased. By 1980, a freeze on
public assistance imposed by the
New York State legislature in
1975 had reduced the inflation-
adjusted value of the average
welfare grant by 50%,31 affecting
the nearly 1 million city residents
dependent on welfare. Between
1970 and 1976, New York City
lost 468 000 manufacturing
jobs32; in the public sector, by
1980, EFCB-mandated layoffs
and attrition had eliminated 1 in
5 city jobs,31 severely constricting
2 paths out of poverty. In 1981,
the Wall Street Journal lamented,

Basic city services, once the
model for urban areas across
the nation, have been slashed
to the point of breakdown.
Evidence of the cutbacks is
everywhere: The streets are

blanketed with garbage. Rob-
beries, to name one crime, are
at an all-time high. The subway
system is near collapse, plagued
by aging equipment, vandalism,
and frequent breakdowns and
derailments.7(p42)

This deterioration contributed
to “White flight” to the suburbs,
corporate decisions to relocate
outside New York City, and loss
of tourism, further depriving the
city of the tax revenues needed
to combat its health and social
problems.

POLICY, TB,
HIV INFECTION,
AND HOMICIDE

Tuberculosis
TB rates in New York City

began to rise in 1978 and did not
fall until 1993. Between 1978
and 1992, TB rates in New York
City went up every year after al-
most a century of decline, a
resurgence that Paolo and 
Nosanchuk36 estimated led to 
52 000 excess TB cases. Budget
cuts played an important role in
the resurgence of TB. During the
fiscal crisis, the DOH cut its TB
control program by closing dis-
trict health centers, chest clinics,
and the city TB hospital.37 Fewer
facilities, less staff, and overbur-
dened hospitals led to poorer
control of TB. Brudney and
Dobkin37 reported that in 1988,
89% of patients discharged from
Harlem Hospital, which served
the district with the city’s highest
TB rates, were lost to follow-up
or failed to complete treatment.
Concomitantly, New York City ex-
perienced a subepidemic of mul-
tidrug-resistant TB, which in-
creased from 10% of reported
cases in 1983 to 23% in 1991.36

Contributing to the resurgence
of TB were the fiscal crisis reduc-
tions in safety-net programs such
as public assistance and Medicaid
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and the post-1980 reductions in
federal support for low-income
housing that pushed many people
into homelessness.38 Between
1982 and 1992, the city’s home-
less population grew from 7584
to 23 494,36 forcing many peo-
ple into the city’s homeless shel-
ters and jails, settings associated
with TB transmission.39,40 Earlier
cuts in hospital services led to
overcrowded and understaffed
hospitals, which also contributed
to TB transmission.41

Finally, the HIV/AIDS epi-
demic also coincided with TB
resurgence. The combination of
an increase in the number of
HIV-infected people whose com-
promised immunity made them
more vulnerable to reactivation
of TB and to new infection36 and
the rise in overcrowded living
conditions that increase the prob-
ability of airborne infection illus-
trates the link between biological
and social factors that is charac-
teristic of a syndemic.4

HIV Infection
Most researchers believe that

HIV infection first appeared in
New York during the 1970s and
spread rapidly among men who
had sex with men and injection
drug users, first, and then,
throughout the 1980s, to the
wider sexual and drug networks
of these populations.42,43 AIDS
cases, which lag behind initial in-
fection with HIV by 8 to 10
years, peaked in 1993, then
dropped sharply, in part because
newly available antiretroviral
treatments delayed the onset of
AIDS for those who received
these treatments.44 By the late
1980s, it was estimated that
about 200 000 New York City
residents were infected with
HIV.43(p132)

How did fiscal crisis policies
contribute to the spread of HIV

infection? In New York City, 41%
of AIDS cases were related to in-
jection drug use, compared with
25% nationally,45 making the
city’s response to drug addiction
especially important. The most
significant decision was to turn
over responsibility for drug treat-
ment to a state government that
historically had been indifferent
to the social problems of New
York City.46(p562) In creating the
Addiction Services Agency to
counter substance abuse, the city
government recognized that New
York City faced a unique drug
problem and needed to act to
meet this threat. Dismantling that
agency in the midst of a heroin
epidemic compromised the city’s
capacity to respond effectively for
decades to come.

Between 1971 and 1974, 
145 577 individuals were first 
reported to New York City’s Nar-
cotics Register, more than double
the numbers added between
1964 and 1967.47 Yet in the 
following years, the treatment 
capacity needed to serve this co-
hort of new addicts was not de-
veloped. By 1985, there were
250 000 drug addicts in New
York City, of whom 30 000 were
in treatment and 1500 on wait-
ing lists for treatment.48 In that
year, New York City Health Com-
missioner David Sencer called
drug abuse “the main health
problem in the city today” and
warned that little could be done
to stop the spread of AIDS
among drug addicts.48 Yet in
1986 and 1987, only 23 057
drug users were treated in state-
funded drug treatment programs
in New York City.47 By the early
1990s, the number admitted to
New York City drug treatment
programs more than doubled to
50 805.47 However, by that time,
it is estimated, more than 
100 000 New York City injection

drug users were already infected
with HIV.42 As late as 1990, the
New York State Office of Sub-
stance Abuse Services estimated
that only 42 000 treatment slots
were available for the city’s 
500 000 drug abusers.49

By the mid-1970s, the relative
efficacy of methadone in reducing
drug use and associated criminal
activity had been established.50

Later research showed that partici-
pation in methadone maintenance
programs or harm reduction pro-
grams also decreased new HIV in-
fections substantially.51–53 New
York City focused almost all its
limited resources on methadone
programs and failed to expand the

capacity or improve the infrastruc-
ture of its drug treatment system.
Unfortunately, methadone is inef-
fective in treating crack addiction.
When the crack epidemic arose in
the mid-1980s, further increasing
the transmission of HIV infec-
tion,54 the city was ill-equipped to
respond. Again, both broader fac-
tors, such as the growing global-
ization of the drug trade and
lower drug prices, and more local
factors, such as the breakdown of
community networks that can pro-
tect against drug use, contributed
to the spread of drug addiction.

Other decisions made during
the fiscal crisis contributed to in-
adequate HIV prevention serv-
ices. Because most of its health
educators were laid off in 1975,
the DOH lacked a mechanism to
communicate health information
effectively and credibly. In the
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city’s gay communities, nonprofit
organizations quickly emerged to
take on HIV prevention, but in
the city’s low-income minority
communities, it took the DOH
more than a decade to establish a
network of AIDS educators—an
interval during which HIV trans-
mission proceeded rapidly.55

Cuts in school health services
delayed the establishment of ef-
fective school-based HIV pro-
grams. Between 1970 and 1980,
the city cut physicians’ hours in
city schools by 84%, cut nurses’
hours by more than 50%,56 and
reduced the number of health ed-
ucation teachers. At the time
when New York City’s school
children could have most bene-

fited from comprehensive health,
sexual, and substance abuse edu-
cation and services, schools
lacked the resources to provide
them. New York City did not im-
plement a comprehensive school-
based HIV prevention program
until 1992.

Comprehensive primary and
preventive care can help enable
early identification of HIV,
prompt treatment of other sexu-
ally transmitted infections that fa-
cilitate HIV transmission, and es-
tablishment of patient–provider
communication that increases
early diagnosis, adherence to pre-
scribed medications, and appro-
priate referrals.57 The cuts in
DOH and HHC clinics and health

centers diminished opportunities
for these services, especially in
the poorest communities, where
HIV was spreading most rapidly.

Homicide
Homicide rates rose in New

York City in the late 1970s and
began to decline in 1991, finally
falling below the 1975 level in
1993. Between 1975 and 1993,
a total of 26 980 New Yorkers
were victims of homicide. Among
the factors that may have con-
tributed to the increase were the
20% reduction in the size of the
New York City Police Depart-
ment, the lower morale within
the police department, and the
dismantling of special units such
as the narcotics squad. In 1980,
for example, felony complaints
rose by 16% and felony arrests
fell by 5.5%.19 The relationships
between policing and crime are
complex, but the dismantling of
substantial portions of the police
department without implementa-
tion of other public safety pro-
grams contributed to a cycle of
escalating crime and decreasing
community capacity to control
criminal behavior.

Most observers agree that the
development of crack cocaine in
the early 1980s contributed sig-
nificantly to the increasing level
of violence in New York City.58,59

Crack use spread quickly in the
homeless shelters. In addition,
high rates of youth unemploy-
ment caused by the recession of
the early 1980s and federal cuts
in job training programs provided
the crack industry with a ready,
willing, and able marketing force
of young people. Cuts in youth
and job training programs put
more young people on the street,
where they were more vulnerable
to the street culture of crime and
violence. By the mid-1980s,
crack was available on many
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FIGURE 1—Incidence of tuberculosis (TB), AIDS, and homicide in New York City (NYC) from 1970 to 2002,
and relative timing of the New York City’s financial crisis and federal budget cuts (box).

Note. Data for TB obtained from NYC Department of Health and Mental Hygiene, Bureau of Tuberculosis Control.33 Data for AIDS obtained from HIV
Epidemiology Program, New York City Department of Health and Mental Hygiene.34 Data for homicide obtained from Langan and Durose.35

Data for TB, AIDS, and homicide were scaled by 1985 (median year of interval of interest) incidence rate for ease of comparison. Therefore, the y-
axis represents the incidence rate for a given year compared with the 1985 incidence rate; a y-axis measure of more than 1 suggests incidence
higher than 1985, and a measure of less than 1 suggests lower incidence than 1985.
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low-income street corners,
which dealers would protect
using high-caliber automatic
weapons to discourage competi-
tion, further contributing to the
violence.60,61

In summary, a variety of policy
decisions made during the fiscal
crisis and thereafter contributed
to the TB, HIV, and homicide
syndemic that peaked in the mid-
1990s (Figure 1). The actions
taken to achieve a structural ad-
justment of the city’s budget by
balancing revenues and expenses
had the unintended consequence
of imposing new burdens on the
city’s poorest residents. Although
each of the 3 epidemics had its
own dynamics, city, state, and
federal decisions about drug
treatment, primary health care,
and housing worsened all 3, and
the policy-driven deterioration in
living conditions expanded the
size of the populations most vul-
nerable to these health problems.

ECONOMIC COSTS OF THE
SYNDEMIC

In the last half of the 20th cen-
tury, public health economists ap-
plied principles of neoclassical
theory linking population health
and economic productivity62,63 to
develop cost-of-illness methodolo-
gies. These multidisciplinary
methods are used to measure
economic consequences of illness
in society.64–69 On the basis of
this literature, we extended our
analysis of the New York City
syndemic to obtain a partial esti-
mate of its cumulative economic
consequences. We obtained an
indication of the order of magni-
tude of the syndemic’s economic
burden to society70–73 by apply-
ing published cost-of-illness esti-
mates developed during the New
York City syndemic to the inci-
dence rates illustrated in Table 1.

Our economic estimates for TB
and HIV infection included the
direct costs associated with treat-
ing that proportion of illness rep-
resented by the post–fiscal crisis
increase in rates. For deaths be-
cause of homicide and AIDS, we
included the economic value at-
tributed to lost life.74,75 Our esti-
mates were based on economic
cost-of-illness studies using na-
tionally representative sam-
ples.75–79 When possible, we ad-
justed for temporally specific
New York City differences, using
published sources. For instance,
to better reflect the way in which
New York City used resources
during the TB epidemic, we ad-
justed national cost estimates to
take into account the increased
expenditures for TB cases result-

ing from directly observed therapy
in New York City.80 For HIV, we
adjusted drug costs to take into
account the new antiretroviral
therapies that began to become
available in the early 1990s.81

We adjusted all estimates to
2004 dollars, using the medical
services component and the New
York regional component of the
US consumer price index for
urban wage earners.82

For TB, we considered cases
reported between 1979, the year
TB incidence began to rise, and
1999, the year it fell below the
1978 rate. In these 20 years, 
47 105 new cases of TB were re-
ported in New York City. Had the
TB incidence rate observed be-
tween 1974 and 1978 persisted,
an estimated 10 717 fewer cases
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TABLE 1—Summary Cost-of-Illness Estimates for HIV, AIDS, Homicides, and Tuberculosis (TB), in 2004 Dollars:
New York City, 1979–1999

Economic
Total Excess Value of

Medical Quality of
Expenditures Productivity Life Lost Total,

Conditiona Total Cases Excess Cases $1000sb,c Loss, $ $1000s $1000s

AIDS/HIV (through 1995)

PWAs 41 623 8325 1 812 738 NA NA 1 812 738

AIDS Deaths 51 783 10 357 2 262 673 NA 31 069 800 33 332 473

HIV Subtotal 50 000 10 000 666 188d NA NA 666 188

AIDS only 93 406 18 681 4 075 412 NA 31 069 800 35 145 212

HIV+AIDS 143 406 28 681 4 741 600 NA 31 069 800 35 811 400

Homicides (1979–1993) 26 890 3265 110 709 4 861 257 12 712 010 17 683 976

Tuberculosis (1979–1999) 47 105 10 717 498 512e NA NA 498 512

Total 5 350 821 54 660 076

aData for TB obtained from New York City Department of Health and Mental Hygiene, Bureau of Tuberculosis Control.33 Data for AIDS obtained from HIV
Epidemiology Program, New York City Department of Health and Mental Hygiene.34 Data for homicide obtained from Langan and Durose.35 Not all
conditions use the same time span.
bSources for cost of illness estimates: for AIDS, see Hellinger,76,77 and Freedberg.81 For homicides, see Miller75 and Rice.78 For TB, see Brown79 and
Frieden.80

cCost of illness estimates updated using New York/New Jersey regional Consumer Price Index and the Medical Care Component of the Consumer Price
Index, Bureau of Labor Statistics, 2005. Additional details regarding cost updating are presented in Technical Appendix A, available from the author.
dHIV cost of illness estimates are updated and modified from Hellinger’s estimates to include changes in the standards of care from no antiretrovirals or
ziduvudine monotherapy from 1987–1991 to HIV prophylaxis which included combination antiretroviral medications. We chose the most conservative
economic estimate of prophylaxis combination therapy, Trimethoprim-sulfamethoxacaole and Azithromycin. We did not include Fluconazole nor the highly
costly Gangciclovar. Thus our estimates are likely highly conservative. While HIV prophylaxis changed after Hellinger’s study, survival was not yet
significantly affected, so we did not make survival modifications to Hellinger’s study.
eWe used national estimates through 1988, and used New York city-specific cost data from 1989 on, to reflect highly resource-intensive directly-observed
therapy practices in effect.
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would have been reported. We
calculated the costs of these
cases, a conservative estimate:
had the TB rate continued to de-
cline after 1978 as in previous
decades, an estimated 20 000 to
52 000 cases would have been
averted.36,80

For homicide, we considered
the number of deaths between
1979, the year rates began to in-
crease sharply, and 1993, the
year they returned to the 1978
level. In this interval, 26 890
people were murdered, 3265
more deaths than would have oc-
curred had the homicide rate in
the 1974 through 1978 period
persisted.

Because HIV infection arose in
New York City at about the same
time as the fiscal crisis,43 we
could not attribute a specific
component of illness to the social
climate of that period by compar-
ing pre– and post–fiscal crisis
AIDS case rates. Therefore, we
used published estimates of the
proportion of cases that could
have been averted had robust
prevention programs been estab-
lished in the early 1980s, when
AIDS was first recognized as an
epidemic. Reports reviewing the
efficacy of HIV prevention inter-
ventions in the United States
have shown that participation in
drug treatment programs is asso-
ciated with a 17% to 78% reduc-
tion in HIV prevalence,52 and a
recent international review sug-
gests that “expanded” responses
to the HIV epidemic can avert
60% to 69% of new cases.83 We
conservatively estimated that a
citywide effort to expand drug
treatment and harm reduction
services, improve access to pri-
mary care and treatment of sexu-
ally transmitted infections, and
provide more aggressive HIV pre-
vention services might have
averted 20% of the overall HIV

infections and AIDS cases in New
York City between 1976 and
1995.

According to the DOH, at the
end of 1995, 51 783 New York
City residents had died of AIDS,
41 623 were estimated to be liv-
ing with AIDS,84 and about 
50 000 were HIV infected but
had not yet been diagnosed with
AIDS.85 Thus, we estimate that
by the end of 1995, 10 357
AIDS deaths, 8325 AIDS cases,
and 10 000 HIV infections could
have been averted.

Applying our cost-of-illness es-
timates associated with these con-
ditions, and using our conserva-
tive estimates of excess burden of
morbidity and mortality, we cal-
culated that the excess diagnosed
and suspected TB cases following
the New York City fiscal crisis in-
curred just under $500 million in
direct medical costs. The higher
estimates of excess cases would
yield direct medical costs ranging
from more than $900 million (by
Frieden et al.’s estimate80) to
about $2.4 billion (by Paolo and
Nosanchuk’s estimate36).

We estimated the direct costs,
lost productivity costs, and lost-
quality-of-life costs for the 3265
excess homicides to be $17.7 bil-
lion. For HIV and AIDS, the di-
rect costs were $2.3 billion for
preventable deaths, $1.8 billion
for preventable cases living with
AIDS, and $666 million for pre-
ventable cases of HIV infection—
a total of $4.7 billion. Adding the
economic value of loss of life
only for AIDS deaths during our
period of study adds another $31
billion to the AIDS costs. (A de-
tailed description of our methods
is available from the correspon-
ding author.) 

In summary, the costs of the
excess cases of TB, the excess
homicides, and the potentially
preventable cases of HIV/AIDS

that occurred after the New York
City fiscal crisis ranged from
$54.7 billion to more than $160
billion, depending on the defini-
tion of “excess” cases. In compari-
son, spending cuts between 1976
and 1983, when spending began
to increase again, saved the city
$9.9 billion (in 2004 dollars)
over what it would have spent
had it continued spending at the
1976 level. Thus, the costs of ex-
cess TB and homicide and pre-
ventable HIV infection alone
were 5 to 15 times greater than
the total dollar savings in city ex-
penditures during the fiscal crisis.

LIMITATIONS

Several caveats are in order.
First, the study of complex health
problems with multiple causes
seldom allows assignment of de-
finitive causality or quantification
of the burden of disease attributa-
ble to any one factor. The very
concept of syndemics argues
against singular causes.4 Thus,
not all “excess” or avertable TB
cases, homicide deaths, or
HIV/AIDS cases that occurred
during and after the fiscal crisis
can be attributed specifically to
policy decisions made during that
period. Rather, we believe that
the fiscal crisis policies precipi-
tated a cascading series of events
that made the TB, homicide, and
HIV epidemics much worse than
they would have been had other
policy decisions been made.
Other secular trends not directly
tied to the fiscal crisis, including
deindustrialization,26 “planned
shrinkage” of municipal serv-
ices,2,32 and complacency about
infectious diseases55 also con-
tributed to the syndemic.

Second, in modifying the
major cost-of-illness studies
that served as background for
our estimates,75–77,79 we used
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assumptions that erred on the
conservative side. In other ways,
however, our cost estimates may
incorrectly attribute illnesses to
the climate of the fiscal crisis
rather than to some other cause.
Similarly, although we believe
that the combination of improv-
ing economic conditions and tar-
geted public interventions ulti-
mately led to the control of the
TB, homicide, and HIV infection
epidemics in the later 1990s,
we cannot rule out other causes
as well.

Third, we have not attempted
to calculate all the costs of the
New York City fiscal crisis.
Other major costs include the
declines in economic growth
and tourism as a result of the
negative perceptions of New
York City in the post–fiscal
crisis era,86 the adverse impact
that the budget cuts had on the
New York City school system,87

and the costs of housing dis-
placement as a result of fires
exacerbated by reductions in
fire services.88 Thus, our esti-
mates of the economic conse-
quences of the fiscal crisis de-
scribe only a portion of its full
costs.

CONCLUSION

Obviously, many factors con-
tributed to the city’s health crises
of the 1980s.1,55,80,89,90 We have
focused on the role of public pol-
icy because unlike social and eco-
nomic trends, which appear diffi-
cult to change in the short or
middle run, policies can and do
change. Identifying the types of
decisions that harmed health in
the past may make it possible to
advocate different approaches
in the future. Similarly, examining
policies that contributed to sev-
eral adverse health outcomes—
in this case the TB, HIV, and

homicide syndemic—may make it
possible to suggest more efficient
approaches to policy advocacy
and to frame policy messages that
resonate in the current political
climate. As city, state, and federal
governments again face deficits
and propose deep cuts in serv-
ices,91,92 it seems particularly ur-
gent to avoid a repetition of the
1975 decisions that so damaged
New York City’s health.

Our historical health impact as-
sessment93 demonstrates several
pathways by which these policy
decisions exacerbated the syn-
demic. First, city, state, and fed-
eral budget cuts diminished the
public health, public safety, med-
ical, and social service infrastruc-
tures that respond to health
emergencies, compromising their
ability to respond effectively to
emerging threats such as HIV in-
fection and crack addiction. Sec-
ond, the cuts led to reductions in
services such as drug treatment,
preventive clinical services, health
education, and policing and thus
contributed to increases in TB,
HIV infection, and homicide.
Third, these policy decisions am-
plified other trends that were
pushing vulnerable populations

such as the homeless, drug users,
the incarcerated, single mothers,
and the unemployed into living
situations that put them squarely
in the path of TB, HIV infection,
and violence. With the benefit of
hindsight, it appears evident that
more prudent fiscal and social
policies could have saved the
lives of tens of thousands of New
Yorkers as well as billions of tax-
payer dollars.

What made dedicated and
well-trained public health profes-
sionals participate in the disman-
tling of vital services? Most felt
that they had no choice. Elected
officials ordered agency heads to
make cuts. When the head of the
public hospital system resisted, he
was fired.94,95 As Brash11 has ex-
plained, the discourse of fiscal cri-
sis, created in New York City in
the 1970s, proved to be a power-
ful tool for making cuts seem in-
evitable and resistance futile, even
irresponsible. Whereas some ad-
vocates and health professionals
did resist the EFCB’s prescrip-
tions, their efforts were short-lived
and mostly ineffective.9,11

One lesson from this histori-
cal analysis is that health advo-
cates may need to challenge the
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Workers at Bellevue Hospital, a New
York City public hospital, protesting
budget cuts in 1976. They averted
one round of cuts by forgoing cost-
of-living increases for 2 years, a
giveback worth $10 million. 
Reprinted with permission from the
Bellevue Hospital Archives. 
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discourse of fiscal crisis directly.
In 1975, New York City and
other cities did face real prob-
lems, but the decision to impose
the highest costs on the most vul-
nerable populations was a politi-
cal decision. Alternative solutions
included looking for additional
revenue, such as from city in-
come tax increases or financial
service surcharges; transferring
some costs to higher, richer levels
of government; and imposing a
moratorium on interest on loans
to the city. These options would
have presented different eco-
nomic, political, and health costs
and benefits. Had advocates been
more successful in forcing consid-
eration of these options, the
human costs of the fiscal crisis
could have been reduced.

Perhaps the principal lesson is
that if the public health commu-
nity is to advocate effectively
against budget and policy deci-
sions that damage health, it will
need to identify constituencies
that can bring new clout into the
political arena. In the late 19th
and early 20th century, progres-
sive movements, labor unions,
and wealthy reformers often
worked together to improve living
conditions and health, in part be-
cause sectors of the elite believed
such reforms enhanced stability
and promoted growth. In 1975,
such alliances were not strong
enough to resist the EFCB’s
plan.9,11 A key challenge for
health advocates today is to cre-
ate broad coalitions that have the
will and power to resist policies
and budgets that can damage
health.

Another lesson may help pub-
lic health professionals join the
current debate on the roles of
government and markets in re-
sponding to social problems. New
York City’s fiscal crisis spurred
the call for allowing market

forces to solve social problems.
Yet as the syndemic unfolded, it
was the government, not market
forces, that ultimately contained
TB, homicide, and AIDS. TB
rates began to drop in 1993 after
a comprehensive DOH campaign
that cost more than $1 billion.80

Beginning in 1991, New York
City began to rebuild its police
force, and by 1999, the city had
almost double the number of po-
lice officers employed in 1980.
Homicide rates started to fall in
1991, and by 1995 they had
dropped below the 1970 level.
Many factors contributed to the
decline in homicide,90 but it
seems likely that increased police
presence was one. New cases of
AIDS started to decline in 1993
after city, state, and federal pro-
grams, including the Ryan White
HIV CARE Act and CDC preven-
tion programs, made HIV preven-
tion and new treatments available
to populations hardest hit by the
epidemic.44 Once again, federal
policy and broader economic
changes, such as the economic
prosperity of the 1990s and the
growth of job opportunities in the
service sector, amplified the im-
pact of local policy decisions, al-
though this time in a salubrious
direction. 

The story of the public health
consequences of the New York
City fiscal crisis is a cautionary
tale about the value of health im-
pact assessment. In hindsight, it
seems evident that freezing drug
treatment programs and cutting
the narcotics squad during a
surge in heroin use, cutting TB
services even after new cases
had started to increase, and fail-
ing to act decisively against the
burgeoning HIV epidemic could
damage public health. It appears
that because there was no mech-
anism that required an assess-
ment of the impact of proposed

policies and budgets on health,
public officials did not ade-
quately consider the costs and
benefits of their actions. The pre-
cautionary principle suggests that
public health officials have an
obligation to ensure that new
policies are safe rather than to
count bodies after the changes
have been implemented.96

This history illustrates that
budget and policy decisions have
long-term and systemic conse-
quences. It took almost 2 decades
for the adverse health conse-
quences of the fiscal crisis deci-
sions to play out. Most elected of-
ficials do not consider the
consequences of their actions be-
yond the election or the budget
cycle. If public health profession-
als want to avoid future complic-
ity in implementing health-dam-
aging policies, we will need to
find new ways to engage the pub-
lic in making decisions about
health. ■
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